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Symptoms and signs of vesical and gastrointestinal forms of the infection are common. Nevertheless, cutaneous lesions are only well described in the acute infection (Swimmer's itch or cercarial dermatitis), but very uncommon in the chronic forms of schistosomiasis, even in regions where this parasitosis is highly endemic. 2 We present the case of a previously healthy 19-yearold Spanish man referred to our urology clinic because of a six-month history of mild intermittent painless haematuria. His past medical history was unremarkable.
His travel history consisted of a one month-trip to Senegal and Mali, with educational cooperation purpose. Before travelling, he had received all recommended vaccinations including yellow fever, tetravalent meningitis, typhoid fever and hepatitis A, as well as antimalarial chemoprophylaxis with atovaquone-proguanil.
A gross haematuria started two months after his journey. No dysuria, clots or urethral discharge were reported. He referred no fever, diarrhoea, weight changes nor high-risk sexual behaviour. He had no history of previous renal trauma, hypertension, urolithiasis or recent medical intervention. He did not report any bleeding disorder and was not taking any medication.
Blood parameters were within normal limits. Serological tests for HIV, Hepatitis B and C and strongyloides were negative, but positive for Schistosoma (by ELISA).
Three different samples of urine culture did not yield any growth. Urinary exfoliative cytology was performed three times, always negative for tumoural cells. Renal and urinary tract ultrasound were unremarkable. No stones were visible on abdominal radiography.
Cystoscopy revealed an 8-mm papular lesion compatible with neoplasia. Biopsy showed a diffuse eosinophilic inflammatory infiltrate surrounding a Schistosoma haematobium egg, located in the bladder wall.
During the cystoscopy, a scrotal wart was noticed. This lesion was completely removed and histological examination showed an inflammatory reaction to Schistosoma eggs in the scrotal dermis (Figure 1 ). Most eggs were calcified and engulfed by multinucleated giant cells (Figure 2) .
Praziquantel 2100 mg b.d., two weeks apart, was prescribed. No recurrence was noted thereafter.
Apart from the presence of a rash within days after becoming infected, cutaneous schistosomiasis is extremely rare, even in endemic regions. 3 In the early stages, transcutaneous penetration of cercarias by contact with infected fresh water may lead to a short-term immune reaction, consisting of a pruritic or maculopapular itchy rash, known as cercarial dermatitis. 4 Chronic skin affectation usually leads to non-specific papulonodular lesions mainly in the genital and groin area, although there are reports of extra-anogenital cutaneous schistosomiasis. 5 Papular, granulomatous or verrucous lesions characterize late skin involvement. These lesions are typically skin-coloured or slightly pigmented 2-4 mm oval papules that may form clusters. 6 The histological spectrum of ectopic cutaneous schistosomiasis comprises either a granuloma response or fibrous tissue reaction around viable and variably calcified ova. 7 The lesions are due to the deposition of eggs or, rarely, adult worms that cause the onset of granulomas on the skin and mucosa.
The treatment of choice is praziquantel (40 mg/kg), with cure rates that vary from 60-90% in endemic areas to nearly 100% in non-endemic areas.
Dermatologists should be aware of this presentation of schistosomiasis when evaluating patients with unusual skin lesions who have travelled in areas where this parasitosis is endemic. Schistosomiasis must be included in the list of differential diagnosis of skin damage, especially in endemic areas, although cutaneous manifestations are still a challenging diagnosis particularly in non-endemic countries.
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